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Abstract
PURPOSE: To provide education on high suicide rates within the healthcare community, screen
providers for suicide risk factors, and disseminate mental health resources at the University of
Kentucky Chandler Medical Center (UKCMC). The goal of this intervention is to increase
awareness and provide resources to providers to essentially decrease these suicide rates.
METHODS: A randomized controlled trial was used with a non-equivalent group pretestposttest survey design to examine the effect of an education module about suicide risk factors.
Along with a rating of how COVID-19 affected mental health, a Patient Health Questionnaire 9
(PHQ-9) was implemented, and mental health resources were distributed. Follow-up surveys
were conducted to assess the impact of the original education on mental health outcomes.
RESULTS: Statistically significant positive correlations were found between treatment groups
on the knowledge of suicide risk factors measure but not on the PHQ-9 scores. There were
significantly greater mean knowledge scores in the experimental group compared to the control
group. Significant associations were not found between gender or credentials on post-education
scores, PHQ-9 scores, or ratings of how COVID-19 has affected their mental health. Significant
correlations were found between years of experience and PHQ-9 scores with a positive
correlation suggesting that as years of experience increase, PHQ-9 scores decrease. Most
participants reported favorability of conducting annual screenings at UKCMC.
CONCLUSION: Providing education increased knowledge scores on suicide risk factors.
Results suggest that annual screenings may be acceptable to healthcare providers along with
offering education and resources on mental health services. Further research is warranted to
include larger sample sizes, referrals, and analyze barriers to providers seeking mental health
help with the overall goal of decreasing suicide rates among healthcare providers.
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Decreasing Anxiety, Depression, and Suicidal Ideation Through the Implementation of
Education and Screening at Chandler Medical Center
Background and Significance
Problem Statement
The COVID-19 pandemic has exacerbated many of the risk factors for suicide among
healthcare providers (HCP), such as anxiety, stress, and exhaustion. While screening patients for
suicidal risks has become a common practice in most hospitals and ambulatory clinics, these
same preventative measures have not been taken to protect HCPs, and this may be contributing
to higher suicide rates within this community. Identifying workplace stressors and screening
once a year for mental health disorders could potentially decrease the risk of suicide in this
population (Davidson, Proudfoot, et al., 2020).
Context of the Problem
The World Health Organization (2019) has estimated that someone dies by their own
affliction to suicide every 40 seconds, amounting to 800,000 deaths per year. HCP’s
contribution to these potentially preventable mortalities has created a national tragedy. Nurses
and HCPs have been in the news frequently due to the COVID-19 pandemic and most in the
general public have heard about anxiety, depression, and staff shortages within the healthcare
community. However, what some may not realize is that this problem was evident even prior to
the pandemic. A study conducted in 2019, before COVID-19 was widespread in the United
States, found that providers had higher suicide rates than the general population (Davidson et al.,
2019). In this study, male providers accounted for 39.8 per 100,000 suicides and female
providers 11.97 per 100,000, whereas suicide rates in the general population were 28.2 per
100,000 in males and 7.58 per 100,000 in females (Davidson et al., 2019). Further evidence
10

showing that these mental health concerns were prevalent even prior to the pandemic, was a
study in 2017 reporting that 93% of 450 nurses studied, reported being exposed to such high
stress that their physical and mental health suffered (Agheli et al., 2017).
The COVID-19 pandemic has increased stress, burn-out, depression, anxiety, exhaustion,
and other risk factors for suicide among nurses with reports showing a 34.3% increase in
depression, 18.1% increase in anxiety, and 350% increase in burnout leading to only 50% of
nurses intending to stay in their position (American Nurses Association, 2021; American Nurses
Foundation, 2021). According to the American Nurses Association (2021), after polling 22,316
nurses between January and February of 2021, 51% felt exhausted, 43% reported feeling
overwhelmed, 36% felt anxious, 30% felt sad, 28% had a desire to quit, 23% felt depressed, 22%
felt isolated and lonely, 15% felt numb, 10% felt like a failure, and 1% were suicidal. In response
to reports such as these, President Joe Biden signed the American Rescue Plan Act of 2021
giving $60 million for mental health support to healthcare workers (Lee & Friese, 2021).
Scope of the Problem
Workplace stress for HCPs can be attributed to a constant heavy workload, patient death,
communication difficulties with other medical staff, and fear of making an error that could lead
to patient injury or death (Agheli et al., 2017). Exposure to intense anxiety can be unmanageable
and lead to physical decline (Judd et al., 2019). The combination of stress, anxiety, depression,
and fatigue place healthcare professionals at high risk for suicide. Additional risk factors for
suicide in this field include a strong sense of empathy, which can lead to compassion fatigue; the
burnout syndrome; the lack of resources in an understaffed environment; long work hours; a
skewed work-life balance; a lack of autonomy; and even the increased knowledge of
pharmaceuticals and drug toxicity (Davidson et al., 2018). Nurses are required to understand the
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pharmacokinetics, interactions, and adverse effects of medications, but for a provider at high risk
of suicidal ideation, this knowledge could be deadly.
Consequences of the Problem
The stigma placed on mental health disorders is prevalent not only in the general
population but also in the healthcare community which can lead to decreased reporting and a
decreased willingness to seek help for suicidal ideation. In addition to the human costs, the
financial burden of suicides and suicide attempts has been estimated at $1,329,553 per individual
and $58.4 billion in total including loss of productivity and direct and indirect healthcare costs
(Shepard et al., 2016).
Staffing has been further impacted by the COVID-19 pandemic with estimates being
made that by 2030, the nursing shortage will increase by 510,394 registered nurses (Zhang, et al.,
2018). Nurses leaving the bedside creates staff shortages and increases patient-staff ratios both
directly and indirectly. The World Health Organization (2021) reported that as many as 115,000
HCPs have lost their lives to the COVID-19 pandemic between January 2020 and May 2021.
Whether leaving due to death or by their own accord, as the nursing employment rates drop, staff
remaining in healthcare are at greater risk for physical fatigue, stress, anxiety, depression,
burnout, prolonged work demands, limited job support, and emotional exhaustion (Gohar et al.,
2020). This creates a vicious cycle of more nurses leaving the healthcare field and even higher
patient-staff ratios. This evidence shows that COVID-19 has potentiated suicide risk factors,
therefore, it is imperative now more than ever to examine strategies to prevent suicides among
HCPs (Lorente et al., 2021).
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Current Evidence-Based Intervention
Currently, at the University of Kentucky Chandler Medical Center (UKCMC), there are
no evidence-based interventions or prevention strategies targeting this problem of suicide for
HCPs. Due to the COVID-19 pandemic, a push for better self-care, work-life balance, and selfreflection has been established by disseminating research and mental health resources to
employees via email and posters within the enterprise buildings. Although HCPs are being
advised to seek help for any diminishing mental health status, specific prevention strategies have
not been employed and screenings have not taken place to safeguard those at risk.
Purpose and Objectives
The purpose of this study was to evaluate the effectiveness of implementing an
educational tool regarding suicides in HCPs, to provide anxiety and depression screening, and to
disseminate mental health resources to HCPs at UKCMC. Specific aims for this project are as
follows: Aim 1: To increase HCPs’ awareness of healthcare suicides by providing education
about suicides and risk factors within the healthcare community; Aim 2: To evaluate the
effectiveness of the educational module by administering a posttest to assess the level of
knowledge retained about suicides and risk factors within the healthcare community; Aim 3: To
assess how greatly COVID-19 has affected participants’ levels of stress, anxiety, and depression;
Aim 4: To screen HCPs for depression and anxiety utilizing the PHQ-9; Aim 5: To provide
resources for mental health and counseling to HCPs.
Theoretical Framework
The theoretical framework used to guide this intervention is the General Adaptation
Syndrome (G.A.S.) created by Hans Selye (1950) which theorizes how chronic stress can lead to
physical and mental decline. Selye defined stress as the body’s response to noxious stimuli. A
13

physiological response that is non-specific to the stimulus: the G.A.S. In this theoretical model of
stress, there are three stages the body will travel through by way of measurable physiological
changes: (1) the alarm stage, (2) the resistance stage, and (3) the exhaustion stage (Selye, 1950).
Once a stressor is introduced, one goes into the alarm stage where “fight or flight” reactions
occur through a shock phase and counter-shock phase. In the resistance phase, adaptation,
compensation, and resiliency to the stressor begin to develop. In the third stage, one of two
things may occur: (1) the stressor is eliminated, and the body returns to homeostasis in a
recovery phase with resiliency to similar future stress, or (2) the stressor remains, and the body
goes into an exhausted state where decompensation, overload and long-term damage can occur.
Resulting from these stages of stress, symptoms of anxiety, depression, exhaustion,
irritability, and inability to cope may be produced, thereby making the body vulnerable to disease
(Selye, 1950). These findings led Selye to the conclusion that due to the physiological effects on
the body, chronic stress has the potential to lead to death. The physiological impact of stress on
HCPs has been associated with an increase in chronic disease and mental disorders, which
according to Hans Selye’s exhaustion stage, may place HCPs at elevated risk for suicide. The
life-threatening diseases that develop from stress often place providers in a position to save lives
at the expense of their own.
Review of Literature
Literature Search Strategies
A literature review was conducted to discover current prevention strategies for HCP
suicides using CINAHL and PubMed. The populations searched were HCPs, nurses, physicians,
and providers. The key terms applied to this search were HCPs OR nurses OR physicians OR
providers, AND suicide prevention OR decreasing depression OR decreasing suicide risk factors
14

OR depression screenings. Inclusion criteria were full text, peer-reviewed studies published in
English, between the years 2012 and 2022. Exclusion criteria were studies in a language other
than English, children as the subject, and a full text unavailable. This search strategy yielded 396
articles. After discarding titles and abstracts not relevant to the research question, 28 articles
remained pertaining to only healthcare providers. Most studies found were cohort studies, metaanalyses, and quasi-experimental studies.
Synthesis of the Evidence
Through this literature review, two key suicide prevention strategies were
discovered including the Healer Education and Referral (HEAR) Program and the PHQ-9.
Developed in 1999, the PHQ-9 is a nine-item questionnaire scoring each of the nine DSM
criteria of Major Depressive Disorder utilized for screening and diagnosing depression. Those
completing the questionnaire will answer 9 questions on a Likert scale yielding a score from 027. This score places subjects into five categories: ≤ 4 Minimal Depression, 5-9 Mild
Depression, 10-14 Moderate Depression, 15-19 Moderately Severe Depression, or ≥ 20 Severe
Depression (Simon et al., 2013). Recommendations for therapy are then concluded based on the
specific category subjects are placed in: (1) minimal depression – treatment may not be required;
(2) mild depression – treatment may be helpful; (3) moderate depression – treatment suggested
with counseling and pharmacotherapy; (4) moderately severe depression – treatment strongly
suggested with counseling and pharmacotherapy; and (5) severe depression – treatment strongly
suggested with counseling and pharmacotherapy as well as immediate referral (Levis, Benedetti,
et al., 2019). The PHQ-9 is a strong predictor of suicide death and a moderate predictor of
suicide attempts in the general population (Simon et al., 2013; Levis, Benedetti, et al., 2019;
Levis, Sun, et al., 2020). As the PHQ-9 is a condensed version of the complete PHQ, the
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sensitivity, specificity, reliability, and validity have been studied to support its use in the clinical
setting. Due to having high ratings of 88% sensitivity and 88% specificity, the PHQ-9 is overall
reliable and valid in screening for depression and suicidal ideation (Levis, Benedetti, et al., 2019;
Levis, Sun, et al., 2020).
To combat suicide rates within the healthcare system, the HEAR Program has been
implemented in over 60 hospitals and 8 medical schools across the nation (Davidson et al.,
2018). The HEAR program, originally designed for physicians, has been named by the American
Medical Association as a best practice for preventing physician suicide (Davidson, Accardi, et
al., 2020). This program encompasses suicide education, screening for risk factors, and treatment
for depression and suicidal ideation. The HEAR program provides education on suicide,
depression, destigmatizing depression, and burnout. Providers are then invited to participate in a
screening process that is encrypted and completely confidential. Dependent upon their screening
results, counselors proactively offer therapy and treatment to prevent suicides in providers
(Davidson, Accardi, et al., 2020; Davidson et al., 2018). The HEAR program appears to be a
highly effective prevention strategy to identify physicians who are at risk for suicide and
decrease suicide rates among physicians (Davidson, Accardi, et al., 2020; Davidson et al., 2018;
Downs, 2014). This finding in the literature led to the development of this project and guided the
project to use a modified version of the HEAR program at UKCMC with all components except
the referral process.
Current State, Desired State, Gaps in Practice
Understandably, great focus has been placed on screening patients for suicidal ideation
and depression, however, the very individuals conducting these screenings are not given the
same protective measures. Currently, in UKCMC, as well as several hospitals across the nation,
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screening for suicidal risk factors, such as depression among HCPs, is not common practice. To
turn this current state into the desired state of screening each HCP annually, the gaps in
preventative measures need to be closed. The largest gap is the need for educational programs
and screening processes for suicidal risk factors. Few studies to date are addressing decreasing
suicide among HCPs.
How this Proposed Solution to the Problem Addresses the Gaps
With an overall goal to decrease suicides among HCPs, this study aims to address the gap
in research on how these preventative measures should be established. The proposed solution to
this gap is combining the HEAR program with PHQ-9 screening to educate HCPs and identify
the mental health care needs of the healthcare community. By implementing this process at
UKCMC, the goal is to not only close the gap in research but also reduce suicides among HCPs.
Methods
Design of the Study
This study was a randomized controlled trial using a non-equivalent group pretestposttest design to examine the effect of an educational module on depression, anxiety, and risk
factors for suicide at UKCMC. Participants’ knowledge was tested immediately after an
educational training and compared with that of providers who did not receive the training.
Setting
Agency Description
The University of Kentucky Chandler Medical Center is a 945-bed Level I trauma center
located in Lexington, Kentucky which is a regionalized facility serving nine different states. In
the fiscal year 2019, approximately 9,000 healthcare professionals worked to discharge 41,589
patients with an average of 114 discharges per day (UK Healthcare Annual Report, 2020). With
17

multiple teams of providers at UKCMC, this study focused on the medicine service line teams
who see a wide variety of patients and many times act as the primary team for the patient while
using specialty providers for consults. Due to the complexity of their patients, the variety of
treated illnesses, and a large number of providers on these teams, this cohort made an excellent
fit for examining anxiety, depression, and suicide risks in healthcare professionals.
Congruence of Project to UKCMC’s Mission, Goals, and Strategic Plan
UK Healthcare (2020) states that the mission of UKCMC focuses on research, education,
and clinical care to provide the most advanced patient care, provide education, and collaborate
with community hospitals and physicians. In congruence with this mission, UKCMC’s vision is
“one community committed to creating a healthier Kentucky” and their values involve living
“DIReCT” which includes diversity, innovation, respect, compassion, and teamwork (UK
Healthcare, 2020). In the 2025 Strategic Plan, Mark Newman, MD, Executive Vice Preside for
Health Affairs for UKCMC (n.d.) proposes to integrate all aspects of the enterprise to initiate a
framework for a planning cycle that will evaluate and adjust progress each year to accomplish
five main goals including (1) build their culture, (2) invest in their people, (3) provide more
value, (4) advance care strategically, and (5) create a healthier Kentucky. To support these goals,
this project focused on research to provide education to providers while collaborating with a
team of experts within the field. This project was not only committed to creating a healthier
group of providers in Kentucky but also may set the framework for creating a healthier
worldwide community of healthcare professionals.
Description of Stakeholders
Several stakeholders were important to include in this project. First, the DNP project
committee consisted of Sheila Melander, as the chair, and clinical mentors including Chizimuzo
18

Okoli, and Geri Sipe. Other stakeholders involved in the project include the statistician, Amanda
Wiggins, and administrative leader, Romil Chada, for support of the project implementation and
list of providers. The stakeholders in the clinical setting include the HCPs participating in the
program, patients and family members being treated by these HCPs, the counselors treating the
HCPs directly, management of staff, and administrative leaders. Stakeholders external to the
clinical setting include the family and loved ones of the HCPs.
Site-Specific Facilitators and Barriers to Implementation
Potential site-specific facilitators to the completion of this project were ‘buy-in’ from the
UKCMC administrators and the availability of HCPs on the hospital medicine service line teams.
Potential site-specific barriers to the implementation of this project include completion of the
intervention by providers, the stigma of depression in HCPs, and impeding workflow times for
providers. To combat these barriers, collaboration efforts with the administration team at
UKCMC supported providers in providing the time to complete the educational module, quiz,
and screening. In addition, the administrative team at UKCMC was asked to be encouraging and
supportive of their HCPs seeking care for mental health concerns.
Sample
Target Population
Convenience sampling was used as the sampling strategy in this project. The target
population for this study was HCPs on the Hospital Medicine service line teams at UKCMC.
Inclusion criteria consisted of being a licensed provider (APRN/MD/PA), which encompasses
advanced practice registered nurses, physician assistants, and medical doctors, being on a
hospital medicine team, and being currently employed at UKCMC. Exclusion criteria were not
being a licensed provider, not employed currently at UKCMC, and on any team other than a
19

Hospital Medicine Team. All participants were eligible regardless of gender, age, race, sexual
orientation, or level of experience.
Procedure
IRB Submission Process
A letter of support was obtained from the University of Kentucky Nursing Research
Council, the Director of Hospital Medicine, and the Senior Associate Dean to be able to request
participation from medical residents. The proposal for this study was then submitted to the
University of Kentucky Medical IRB for approval to ensure the protection of human subjects.
The study was submitted as an expedited study due to involving only minimal risk which is not
more than one would experience in daily life, therefore, only needed to be reviewed by the chair
and is subject to annual review.
Description of Evidence-Based Intervention
This intervention is evidence-based, as it is modeled after the HEAR Program including
all components except for the referral process. A list of participants and their emails were
obtained from the Director of Hospital Medicine where they were then randomly assigned to
either the intervention group (Blue Group) who would receive the intervention of an educational
module or the control group (White Group) who would not receive the intervention of an
educational module. An email was sent to participants including the following: (1) a description
of the study; (2) a link to a Qualtrics survey including demographical questions, a post-education
quiz, a depression screening using the PHQ-9, and a survey assessing how COVID-19 had
affected participants’ mental health; (3) a scoring guide for the PHQ-9; and (4) a list of available
mental health resources (Appendix A-G). Participants in the interventional group also received
an attachment in their email containing the educational module about anxiety, depression, and
20

the risk of suicide in HCPs (Appendix B). This project was then presented at the Hospital
Service Line weekly meeting to encourage participants to complete the surveys. A follow-up
survey was then sent to participants via email six weeks later to analyze the impact of the
original survey (Appendix H).
Measures and Instruments
Measurement tools and instruments utilized in this project included post-education
knowledge quiz scores, PHQ-9 scores of depression, and follow-up survey quantitative and
qualitative data. The post-education quiz was completed immediately after the educational
module and was based on 10 true/false and multiple-choice questions that covered specific
content provided in the training. The same quiz was given to the control group and analyzed
using IBM SPSS. The PHQ-9 screening is based on a Likert scale and scores each of the nine
DSM criteria for major depressive disorder from 3 (nearly every day) to 0 (not at all) allowing
for a scoring outcome of 0-27 with depressive indicators increasing as the score increases. Scores
ranging from 0-4 are defined as none to minimal depression, 5-9 are defined as mild depression,
10-14 are defined as moderate depression, 15-19 are defined as moderate to severe depression,
and ≥ 20 are defined as severe depression. The COVID-19 rating was based on a Likert scale
from 1-10 with 1 defined as their feelings of stress, anxiety, and depression were minimally
affected by COVID-19 and 10 being greatly affected. The follow-up surveys consisted of six
quantitative and qualitative questions to assess if participants utilized resources, barriers to
utilization, suggestions for improving the mental health of providers, and to assess their stance
on annual screening for suicide risk factors. Demographic measures of gender, credentials, and
years of experience were obtained. Age, names, and the specific Hospital Medicine Teams of the
provider were not collected to maintain the confidentiality of the subject.
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Data Collection
Data were collected at two separate times during the implementation of this project.
Collection occurred six weeks after initial emails were delivered with the post-education
knowledge quiz, COVID-19 anxiety rating, and PHQ-9 as well as six weeks after the follow-up
surveys were delivered. The data from the post-education knowledge quizzes, COVID-19
affected mental health rating, PHQ-9, and follow-up results were collected using a survey and
data collection software, Qualtrics. Data were then transported from an Excel spreadsheet into a
data analysis software, SPSS. The electronic survey results were stored on a password-protected
computer to ensure confidentiality.
Data Analysis
Descriptive statistics, including means, standard deviations, frequency distributions,
medians, and interquartile ranges, were used to summarize variables. The Fisher-FreemanHalton Exact Test was used to examine the difference in gender and credentials, the MannWhitney U test was used for years of experience (ordinal) and PHQ-9 scores due to skewed
distribution. The two-sample t-test was used to assess group differences in post-education
knowledge quiz scores. Spearman’s rank correlation coefficient was used to test for an
association between years of experience and COVID-19 affected mental health ratings and a
One-Way ANOVA test was used to determine the differences between credentials and COVID19 affected mental health ratings. SPSS version 28 was used for analysis, with an alpha level of
.05 set for significance.
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Results
Population Demographics
The sample population that met inclusion criteria was 130 Hospital Medicine providers.
This sample population included attendings, residents, nurse practitioners, and physician
assistants. The 130 providers were split randomly into two groups including 65 providers in the
intervention group and 65 providers in the control group. Of the 130 providers, 29 (22%)
completed the initial survey, and 8 (6%) completed the follow-up survey. The following results
reflect these 37 participants.
Sample Characteristics
A total of 29 UKCMC providers completed the initial survey, including 19 participants in
the intervention group and 10 in the control group. Sample characteristics included gender (male,
female, binary), credentials (APRN, MD, PA), and years of experience (< 5 years, 5-10 years,
10-15 years, 15-20 years, >20 years) as reported in Table 1 and Figure 1. Of the 29 participants,
the majority were female (55.6%), MDs (89.0%), and had 15-20 years of experience (33.3%).
Eight providers completed the follow-up survey. Due to identifying factors being withheld to
maintain confidentiality, it is unclear if these providers participated in the initial survey.
Knowledge About Suicide Risk
Assessment of knowledge was derived from a post-education knowledge quiz with a
potential range of 0-15 with 1 point given for each correct answer. The intervention group
knowledge mean was 12.58 (SD 2.57) and the control group knowledge mean was 8.30 (SD
4.60). These results were statistically significant with a strong p-value of 0.01 and positively
correlated with higher knowledge when the education module was provided within the
intervention group as compared to the education module not being provided within the control
23

group (Table 2; Figure 2). Each of the ten quiz questions were analyzed to compare differences
between the intervention group and control group as reported in Figure 3. The intervention group
consistently scored higher on each of the ten questions with the greatest differences in questions
3, 7, and 9. Question 3 showed that 63% of the intervention group retained the knowledge that
female providers have two times higher suicide rates than the general population, while only
10% of the control group knew this information. In question 7, participants were asked how
often someone dies from suicide and 74% of the intervention group answered correctly
compared to 20% of the control group. Moreover, 50% of the control group and 16% of the
intervention group were unaware that being placed on a 72-hour hold for suicidal ideation does
not lead to correctional action at UKCMC.
PHQ-9 Scores
PHQ-9 surveys had a potential range of 0-27. Scores ranging from 0-4 were defined as
none to minimal depression, 5-9 were defined as mild depression, 10-14 were defined as
moderate depression, 15-19 were defined as moderate to severe depression and ≥ 20 were
defined as severe depression. The PHQ-9 mean score in the intervention group was 2.0 (IQR 18) compared to 1.5 (IQR 0.25-8.50) in the control group (Table 2). The p-value was determined
to be 0.72 leading to the interpretation that there was not a significant association between these
variables (Table 2). PHQ-9 scores were coded into assigned categories of severity of depression
and subsequently compared between intervention and control groups, between genders, between
credentials, and between experience. Most participants yielded scores that placed them in the
None-Minimal Depression group which included 61.5% of participants, then the Mild
Depression group with 26.9% of participants, then the Moderate Depression group with 7.7% of
participants, then the Moderate to Severe Depression group with 3.58% of participants, and the
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group with the least number of participants (0%) was the Severe Depression group (Table 3).
The intervention group yielded frequencies in this same order with the majority in the None to
Minimal Depression group (61.1%) as shown in Table 3. The control group varied slightly in the
frequency order of groups with the majority still being in the None-Minimal Depression group
(62.5%) (Table 3).
PHQ-9 percentiles were compared among gender, credentials, and years of experience.
The male mean score was 1.00 with an IQR of 0.00 – 5.50, and the female mean score was 2.50
with an IQR of 1.00 – 7.75. The PHQ-9 was constant in the nonbinary/third gender group and
therefore was omitted from statistical analyses. A p-value of 0.28 showed an insignificant
association between the level of depression and gender. The APRN mean score was 3.00 with an
IQR of 1.50 – 7.50, the mean MD score was 1.00 with an IQR of 0.25 – 7.75. The PHQ-9 was
constant in the PA group and was therefore omitted from statistical analyses. Associations were
insignificant (p = 0.30) suggesting there was no relationship between the level of depression and
credentials. Comparing PHQ-9 scores among years of experience, demonstrated that those with
greater than 20 years of experience scored the highest with a mean of 9.00, as reported in Figure
4. The p-value from testing the association between years of experience and PHQ-9 scores was
0.02, and therefore yielded a significant association with a correlation coefficient of -0.45,
suggesting that as years of experience increase, PHQ-9 scores decrease.
COVID-19 Affected Mental Health Ratings
Participants were asked how COVID-19 has affected their levels of stress, anxiety, or
depression on a Likert scale ranging from 1 – 10 with 1 being defined as affecting them
minimally and 10 being defined as affecting them greatly. The most frequent rating was an 8
(18.52%) and the lowest rating was equal between 9 and 10 (3.7%) (Figure 5). The mean was
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5.41, median 5.5, and mode 8 (Figure 5). When separated among treatment groups, the ratings of
COVID-19 affecting mental health were the highest in the control group (6.8) as compared to the
intervention group (4.72) without a statistically significant association (p=0.11) (Table 4).
Participants were analyzed on the gender, credentials, and years of experience variables. As
reported in Figure 6, groups with the highest scores included females (mean 5.63, SD 2.80), PAs
(mean 7.00, no SD because there was only one participant), and those with > 20 years of
experience (6.67, SD 1.53). No significant association was found between COVID-19 affected
mental health ratings and gender (p=0.43), credentials (0.28), or experience (p=0.72).
Follow-up Survey
Follow-up surveys consisted of 6 questions which yielded 3 quantitative and 3 qualitative
sets of data. When asked if participants had utilized any mental health resources since the initial
survey 25% answered “Yes” and 75% answered “No.” Separating participants into treatment
groups showed that most participants who sought treatment were in the control group (33%) as
compared to the intervention group (20%) (Table 5, Figure 7). Of the participants who utilized
mental health resources, 100% of these participants reported that the learning module did not
prompt them to do so. Reporting on barriers to seeking mental health treatment, participants
reported “no barriers”, “none”, and “I did not need any of the resources available”. Participants
were also asked if they believed anxiety and depression screening should occur annually for
providers at UKCMC and overall 75% answered yes and 25% answered no. Again, separating
participants into intervention and control groups, the greater proportion of participants who
supported annual screening was in the intervention group (80%) as compared to the control
group (66%) (Table 6, Figure 8). Suggestions offered to increase the mental health of HCPs at
UKCMC included the following: “improve work-life balance”, massages”, “easier access to
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therapy sessions”, “administration valuing the workers at all levels rather than just the output
they create”, “allow time to seek mental health help if needed”, “decrease the amount of time it
takes to book an appointment for therapy”, “more outlets for self-care”, “better provider to
patient ratios”, “decompression rooms that have things to help with stress relief”, “on-site classes
such as yoga”, and “meditation that providers can participate in during the day” (Table 7).
Discussion
The purpose of this study was to increase awareness of healthcare suicides through an
educational module, evaluate the effectiveness of the educational module, examine the effect of
COVID-19 on the mental health of providers, screen providers for suicide risk factors, and
provide resources for mental health and counseling. The results were consistent with existing
literature in many categories but differed in others. These differences may be due to low sample
sizes, unequal groups, and consequent biases that may be generated by these limitations.
Knowledge About Suicide Risk
The intention of examining knowledge about suicide risk was to determine the need for
education modules to be distributed to HCPs at UKCMC. Prior research has shown a need for
education to increase awareness and knowledge of suicides in the medical professional field as
well as destigmatize mental health disorders such as anxiety and depression (Zisook et al., 2016).
Due to the statistically significant positive correlation between knowledge and those who were
provided the educational module, these results suggest that there is a need at UKCMC for such
education regarding suicide risk among HCPs.
PHQ-9 Scores
Examining differences between groups’ PHQ-9 scores was intended to give insight into
which groups had a higher need for screening, intervention, and services for the suicide risk
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factor of depression. Although not statistically significant, groups who scored higher on
depression were participants in the intervention group, females, APRNs, and those with less than
5 years of experience when compared to all other groups. These results are incongruent with
previous data which shows males have higher risks of suicide (Davidson et al., 2019), and HCPs
have high rates of depression (Agheli et al., 2017; Davidson et al., 2020; Downs et al., 2014;
Zisook, 2016).
However, overall data showed that as years of experience increased, rates of depressive
symptoms decreased. A possible explanation for the negative correlation between PHQ-9 scores
and years of experience is that at the beginning of a provider’s career there is a shock value in
caring for critically ill patients, yet as flooding occurs, this feeling of shock tends to decrease,
and could even provide HCPs with a sense of numbness as their experiences increase. As
providers gain more experience they could also be learning coping mechanisms as well as
gaining more resiliency to similar future stressors in their recovery stage as described in the
G.A.S. model. This data suggests that there is a possible protective factor of longevity in
working healthcare against suicide risk factors such as depression. More research is warranted to
study how different credentials and years of experience affect suicide risk factors. More research
might give insight into if this is in fact a protective mechanism or a numbing effect.
COVID-19 Affected Mental Health Ratings
Most employees in the healthcare field would agree that the COVID-19 pandemic has
placed great stress on them, and this statement was evident in the current study’s results.
Participants who reported higher ratings of COVID-19 affecting their mental health were
females, MDs, and those with greater than 20 years of experience. Although providers with
greater than 20 years of experienced scored the lowest on the PHQ-9, scoring the highest on
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being affected by COVID-19 suggests that they may be reentering the shock phase of the G.A.S.
model without having experienced this specific stressor before in their career. The most common
response to this question overall was an 8 suggesting that COVID-19 has greatly impacted the
mental health of providers at UKCMC. These results are congruent with current literature that
agrees that COVID-19 has increased stress, anxiety, depression, isolation, numbness, and
suicidal ideation among HCPs as well as reports of over 50% of providers considering early
retirement or leaving their profession (American Nurses Association, 2021; American Nurses
Foundation, 2021; Zheng et al., 2021; Lorente et al., 2021).
Follow-up Survey
Follow-up surveys were conducted to analyze the impact of the study on participants. The
goal was to increase providers utilizing mental health resources. However, the results of the
study showed that only 25% of participants had sought help with the majority being in the
control group. Of those who utilized mental health resources, 100% indicated that the
educational module did not prompt them in this act and all participants reported zero barriers to
seek mental health help. Further research would need to be completed to examine if referrals
would increase participation in mental health resources.
One of the goals of this study was to produce data that would support policymakers at
UKCMC in a decision regarding implementing annual screenings for HCPs. When asked if
participants agreed that this policy should be implemented, most responses (75%) were in favor
of annual testing. In addition to agreeing with annual screenings, participants in this study also
offered suggestions to increase the mental health of HCPs which included improving work-life
balance, allowing time for self-care acts (massages, yoga, meditation, decompression rooms,
therapy), administration valuing employees, decreasing provider-patient ratios, and increasing
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availability of appointments and access to therapy. These results are congruent with prior
literature that states that high provider-patient ratios increase stress, anxiety, and depression
among healthcare professionals (Davidson et al., 2019; Gohar et al., 2020; Judd et al., 2019;
Zheng et al., 2021). To decrease anxiety, depression, and suicide rates among HCPs, annual
screenings along with suggestions made by participants should be considered within healthcare
systems.
Site Impact and Sustainability
This study had an impact on the UKCMC by demonstrating an overall higher rate of
knowledge of suicide risk factors resulting from education, increasing awareness among
providers, providing visualization of their own depression levels, and offering resources for
mental health improvement. To sustain this impact, annual education modules and screenings
should be continued at UKCMC and across all hospitals. The next steps moving forward would
be to implement education, screenings, and referrals for all HCPs to decrease the growing rates
of anxiety, depression, suicide risk factors, and suicides among HCPs.
Implications for Future Practice, Education, Policy, and Research
Future Practice, Education, and Policy
This study shows that disseminating an educational module to providers can increase
their knowledge about anxiety, depression, and suicide risk factors in healthcare. Education
should begin with undergraduates in medical and nursing school to better prepare them for the
environment they face ahead. Statistical findings in this study support changing the common
practice of providing screenings to not only patients but also HCPs at UKCMC. Future policy at
UKCMC should include annual suicide screenings for all employees as the goal is to decrease
rates of anxiety, depression, suicide, and the risk of suicide. Screenings should also be offered
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after any sentinel events or if suggested by colleagues, supervisors, or self-driven. Several webbased trainings are required at UKCMC for all employees. Therefore, this education module and
screening could be added to those requirements as well as required after a sentinel event with
options to repeat as often as desired and options to encourage colleagues to repeat if risk factors
are visually noticed. Further activities to decrease burnout should also be explored such as
interprofessional collaboration, increasing paid time-off, encouraging healthy life habits and
work-life balance, providing adequate support staff, and increase flexible scheduling (DeHert,
2020).
More broadly, policy and legal action on HCPs in the United States needs to be
examined. As mentioned previously, the overwhelming fear of making an error that could lead to
patient injury or death increases the risk factors for suicide and suicidal ideation among HCPs
(Agheli et al., 2017). In 2022 a Tennessee registered nurse was criminally charged and found
guilty of criminally negligent homicide and gross neglect of an impaired adult after making a
fatal medication error that led to the death of a 75-year-old woman (Timms, 2022). The
implications of this conviction are higher levels of stress and anxiety on HCPs and have the
potential to lead to further devastating numbers of nurses leaving the healthcare field in fear of
imprisonment for mistakes.
Future Research
Future research could be conducted with larger sample sizes yielding more supportive
data in continuing to provide education, conduct suicide screenings, and offer mental health
resources. Future studies could also include referrals to mental health providers, when warranted
by high PHQ-9 scores, by researchers with referral authority to increase the number of people
utilizing mental health resources with an added exploration of how many people went to
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appointments. Additional studies also need to be conducted to analyze differences between
nurses and providers, as well as differences between high-risk groups found in this study such as
females, APRNs, and those with less than 5 years of experience. Factors within this cohort of
fewer than 5 years of experience should be analyzed to determine what places them at higher risk
than those with greater than 20 years of experience to assess implications for increased
screenings and resiliency training. Among providers with greater than 20 years of experience,
this group could be studied further to discover existing resiliency factors and coping
mechanisms. Data suggested that there could be a protective factor of the longevity of working in
the healthcare community and this should be explored to determine if there are protective factors
or if a numbing effect is being created. Analysis of barriers and driving forces to seeking mental
help should also be conducted as well as attempting to discover further barriers as reported by
future participants.
Suggestions made by this study’s participants to improve the mental health of providers
could also be studied for feasibility. Further qualitative studies should be conducted with input
from participants to assess factors that significantly increase stress, what factors eliminate stress,
and what resources would be needed to make these changes. Providing these changes to decrease
stressful factors and increase factors that reportedly reduce stress may allow for the opportunity
to understand if these changes decrease the rates of anxiety and depression. A final suggestion
for future research would be the development of a new program geared towards nurses, other
credentialed providers, and ancillary staff such as certified nursing assistants, respiratory
therapists, physical therapists, etc. As the HEAR program was specifically designed for
physicians, this leaves a gap in a program designed specifically for nurses and ancillary staff.
Research conducted for this study, as well as other researchers, found that there is limited data on
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nursing statistics when it comes to suicides (Dutheil et al., 2019). Increasing knowledge on
nurse-specific suicides could help lead to programs specifically geared to different levels of
credentials.
Limitations
The most significant limitation of this study was the small sample size for the initial
survey (n = 29) and follow-up survey (n = 8). Response rates were 22% for the initial survey and
6% for the follow-up survey. Low response rates decrease the likelihood of results being
generalizable to the general population, increases the chance of response bias and sampling bias,
and decreases the quality of data yielded by potentially impacting the validity of results and
inferences of the data (Hiebl & Richter, 2018). A second limitation of this study was an unequal
number of participants in groups including treatment groups, gender groups, credential groups,
and experience in healthcare groups which could potentially lead to a sampling bias. A third
limitation was that surveys were distributed via email during the holiday season. This is a
particularly common time for multiple surveys from different departments being disbursed to
providers at UKCMC and could have decreased response rates due to survey fatigue. The fourth
limitation in this study was that the survey engine, Qualtrics, was not coded to generate each
individual participants’ PHQ-9 score. Therefore, participants had to score their assessments
themselves to see if therapy was warranted which may have not been completed by many
participants. If their scores had been given at the end of the survey, then more participants may
have utilized mental health resources. The fifth limitation of this study was that although the
study was based on the HEAR program, referrals could not be made from PHQ-9 results, as DNP
students do not have referral authority. This barrier to referrals could have decreased the number
of participants who utilized mental health resources after submitting the PHQ-9 survey. The final
33

limitation of this study was the lack of data on nursing suicides. The research yielded a
substantial amount of data on physician suicides; however, the same data is bare when it comes
to nurses or other credentials such as PAs or APRNs.
Conclusion
The aims of this study were successfully accomplished. Aim 1: Awareness of healthcare
suicides and risk factors within the healthcare community was increased. Aim 2: Results show
that the educational module increased knowledge retained about suicides and risk factors within
the healthcare community. Aim 3: HCPs reported COVID-19 affected their levels of stress,
anxiety, and depression most frequently as an 8/10. Aim 4: HCPs were screened for depression
and anxiety through the PHQ-9. Aim 5: Resources for mental health and counseling were
provided to HCPs.
The lives of HCPs are at risk, with suicide rates being reported in this profession as
higher than in the general population. As the COVID-19 pandemic continues, these rates and risk
factors for anxiety, depression, and suicide are exacerbating. Research shows that implementing
a program, such as the HEAR program, within healthcare systems can be effective in decreasing
these devastating statistics. The current study offered further data to support the change of
offering education, annual screening, and subsequent referrals to mental health resources to
providers in the healthcare field. More research is needed to substantiate this evidence by
including referrals, conducting research on larger sample sizes, and analyzing barriers to
providers seeking mental health services.
There is a need for the healthcare community to keep their employees not only physically
healthy but also mentally healthy. Working towards this goal can save lives and save institutions
money. The cost to train an APRN or PA is estimated at $282,822 and for an MD $1.1 million
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(Allen, 2019, NSI Nursing Solutions, 2021). The average cost of nurse turnover is $40,038 and a
hospital loss overall of $5.1 million/year (NSI Nursing Solutions, 2021). Maintaining a mentally
healthy staff can also decrease negative patient outcomes and save hospitals $61 million/year by
decreasing readmission rates due to better staffing ratios and $658 million/year by decreasing
lengths of stay due to better staffing ratios (Lasater, 2021). However, the cost of implementing
this project into UKCMC practice would essentially cost the hospital nothing, showing that it
would be significantly cost-effective and produce a substantial net gain at UKCMC if they used
the modified HEAR program shown in this study. UKCMC screens every patient for suicide
which is congruent with their motto “Every Patient, Every Time”, however, the same protective
measures are not being taken with their employees who are at greater risk. It should be proposed
to extend their motto to include “Every HCW, Every Time” by screening all employees,
providing education, and engaging employees in improving their mental health status as they
continue to fight on the frontlines of a global pandemic.
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Tables
Table 1. Demographic characteristics and comparison between intervention and control
participants

Gender
Male
Female
Nonbinary/third gender
Credentials
APRN
MD
PA
Years of experience
Less than 5
5-10
10-15
15-20
Greater than 20 years
a
p from Fisher’s exact test
b

Total (n=29)
n (%)

Intervention (n = 19)
n (%)

Control (n=10)
n (%)

10 (35.7%)
17 (60.7%)
1 (3.6%)

7 (36.8%)
12 (63.2%)
0 (0%)

3 (33.3%)
5 (55.6%)
1 (11.1%)

10 (35.7%)
17 (60.7%)
1 (3.6%)

9 (47.4%)
9 (47.4%)
1 (5.3%)

1 (11.1%)
8 (89.0%)
0 (0%)

4 (14.3%)
6 (21.4%)
9 (32.1%)
6 (21.4%)
3 (10.7%)

3 (15.8)
4 (21.1%)
7 (36.8%)
3 (15.8%)
2 (10.5%)

1 (11.1%)
2 (22.2%)
2 (22.2%)
3 (33.3%)
1 (11.1%)

p
0.47a

0.12a

0.60b

p from Mann-Whitney U test

Table 2. Comparison of outcomes between treatment and control participants

PHQ-9, median
(IQR)
Knowledge,
mean (SD)

Potential
Range

Intervention (n = 19)

Control (n = 10)

p

0-27

2.50 (1 – 8)

1.50 (0.25-8.50)

0.724

0-15

12.58 (2.57)

8.30 (4.60)

0.010
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Table 3. Comparison of PHQ-9 scores between treatment and control participants

None-Minimal
Depression

Intervention (n = 19)

Control (n = 10)

Total (n = 29)

n (%)

n (%)

n (%)

11 (61.1%)

5 (62.5%)

16 (61.5%)

5 (27.8%)

2 (25.0%)

7 (26.9%)

2 (11.1%)

0 (0%)

2 (7.7%)

0 (0%)

1 (12.5%)

1 (3.58%)

0 (0%)

0 (0%)

0 (0%)

(0-4)
Mild Depression
(5-9)
Moderate
Depression
(10-14)
Moderate to Severe
Depression
(15-19)
Severe Depression
(≥ 20)

Table 4. Comparison of how COVID-19 affected participants’ stress, anxiety, or depression
between treatment and control participants
Intervention
Control
Total

N
18
8
26

Mean
4.72
6.38
5.23

SD
2.59
1.69
2.43

Min
1.0
4.0
1.0

Max
9.0
8.0
9.0

p
0.11

Table 5. Comparison of those who sought mental health treatment between treatment and
control participants

Sought Mental Health
Treatment
Did Not Seek Mental
Health Treatment

Intervention (n=5)
n (%)

Control (n=3)
n (%)

Total (n=8)
n (%)

1 (20%)

1 (33%)

2 (25%)

4 (80%)

2 (67%)

6 (75%)
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Table 6. Comparison of those who believed anxiety and depression screening should occur
annually for providers at UKHC between treatment and control participants

Annual Screening
SHOULD Occur
Annual Screening
Should NOT Occur

Intervention (n=5)
n (%)

Control (n=3)
n (%)

Total (n=8)
n (%)

4 (80%)

2 (66%)

6 (75%)

1 (20%)

1 (33%)

2 (25%)

Table 7. Suggestions from participants to increase the mental health of HCPs at Chandler
Medical Center
Suggestions from participants to increase the mental health of HCPs at Chandler
Medical Center
Improve work life balance
Massages
Easier access to therapy sessions
Administration valuing the workers at all levels rather than just the output they create
Allow time to seek mental health help if needed
Decrease the amount of time it takes to book an appointment for therapy
More outlets for self-care
Better provider to patient ratios
Decompression rooms that have things to help with stress relief
On-site classes such as yoga
Meditation that providers can participate in during the day
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Figures
Figure 1. Gender characteristics and comparison between intervention and control
participants
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Figure 2. Comparison of knowledge outcomes between treatment and control participants
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Figure 3. Comparison of knowledge between intervention and control groups

Comparison of Knowledge between Intervention and
Control Groups
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Figure 4. Comparison of PHQ-9 scores between gender, credentials, and experience

Comparison of PHQ-9 Scores Between Gender,
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> 20 Yrs, 4

< 5 Yrs, 9

5

Experience

Figure 5. Frequency ratings of how COVID-19 affected participants’ stress, anxiety, or
depression
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Figure 6. Comparison of how COVID-19 affected participants’ stress, anxiety, or
depression between gender, credentials, experience
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Figure 7. Comparison of those who sought mental health treatment between treatment and
control participants
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Figure 8. Comparison of those who believed anxiety and depression screening should occur
annually for providers at UKHC between treatment and control participants

Comparison of those who believed anxiety and depression
screening should occur annually for providers at UKHC
between treatment and control participants
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Appendices
Appendix A: Questionnaire Invitation Cover Letter/Informed Consent
To UK General Medicine Providers:
I am contacting you from the University of Kentucky, on behalf of Dr. Romil Chadha. He has
allowed me to contact you to participate in a DNP research project.
Researchers at the University of Kentucky are inviting you to take part in a questionnaire about
identifying suicidal risk factors in providers with the goal of providing education on the high risk
of suicide in our healthcare community and providing resources available for those who wish to
seek treatment for risk factors such as depression and anxiety. Over nearly the past two years, the
general medicine teams have experienced higher than normal workplace stressors through
treating Central Kentucky’s high volume of patients contracted with the COVID-19 virus.
Identifying the toll this has taken on you and your colleagues will be imperative to decrease the
overwhelming rates of suicide among HCPs. Hospital Medicine Teams will be split into two
groups (experimental vs. control) per recruitment. Only one group will receive an educational
document on suicide and risks of suicide, while both groups will complete a quiz over this
education as well as complete a PHQ-9 to assess individual scores of depression and anxiety. In
addition, there will be a post survey 30 days later to assess the utilization of mental health
resources.
Although you may not get personal benefit from taking part in this research study, your
responses may help us understand more about suicide risks within providers. Some volunteers
experience satisfaction from knowing they have contributed to research that may possibly benefit
others in the future.
Researchers will review and collect information from your quiz and PHQ-9 scores. Identifiable
information will not be recorded as part of the research.
If you do not want to be in the study, there are no other choices expect not to take part in the
study.
The questionnaire will take about 20 minutes to complete.
There are no known risks to participating in this study.
Your response to the survey is anonymous which means no names, IP addresses, email
addresses, or any other identifiable information will be collected with the survey responses. We
will not know which responses are yours if you choose to participate.
Your information collected for this study will NOT be used or shared for future research studies,
even if we remove the identifiable information like your name, clinical record number, or date of
birth.
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We hope to receive completed questionnaires from about 100 people, so your answers are
important to us. Of course, you have a choice about whether or not to complete the
questionnaire, but if you do participate, you are free to skip any questions or discontinue at any
time. You will not be penalized in any way for skipping or discontinuing the survey.
Please be aware, while we make every effort to safeguard your data once received from the
online survey company, given the nature of online surveys, as with anything involving the
Internet, we can never guarantee the confidentiality of the data while still on the survey
company’s servers, or while in route to either them or us. It is also possible the raw data
collected for research purposes will be used for marketing or reporting purposes by the
survey/data gathering company after the research is concluded, depending on the company’s
Terms of Service and Privacy policies.
Please be aware, while we make every effort to safeguard your data once received on our servers
via Qualtrics, given the nature of online surveys, as with anything involving the Internet, we can
never guarantee the confidentiality of the data while still in route to us.
If you have questions about the study, please feel free to ask; my contact information is given
below.
Thank you in advance for your assistance with this important project. To ensure your
responses/opinions will be included, please submit your completed survey/questionnaire within 2
weeks.
Sincerely,
Ashley Gillstrap, BSN
College of Nursing, University of Kentucky
If you have complaints, suggestions, or questions about your rights as a research volunteer,
contact the staff in the University of Kentucky Office of Research Integrity at 859-257-9428 or
toll-free at 1-866-400-9428.
By proceeding to the survey, you are indicating that you are at least 18 years old and agree to
participate in this research study.
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Appendix B: Suicide Education Module

Anxiety, Depression, and
Suicidal Ideation in
Healthcare
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Appendix C: Survey 1: Demographics
1. Which group have you been assigned to according to your email invitation?
a.

Group 1 BLUE

b.

Group 2 WHITE

2. Gender
a.

Male

b.

Female

c.

Non-binary/third gender

d.

Prefer to not answer

3. Experience
a.

Less than 5 years

b.

5-10 years

c.

10-15 years

d.

15-20 years

e.

Greater than 20 years

4. Credentials
a.

APRN

b.

MD

c.

PA
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Appendix D: Survey 1: Suicide Education Post-Test and COVID-19 Ranking
1. Approximately how many suicides occur each year worldwide?
a.

200,000

b.

400,000

c.

600,000

d.

800,000

2. Suicide rates in the general population are 28.2 per 100,000 in males and 7.58 per
100,000 in females. How do rates for male providers differ?
a.

Male providers ≈ 20 per 100,000

b.

Male providers ≈ 40 per 100,000

c.

Male providers ≈ 2 per 100,000

d.

Male providers ≈ 12 per 100,000

3. Suicide rates in the general population are 28.2 per 100,000 in males and 7.58 per
100,000 in females. How do rates for female providers differ?
a.

Female providers ≈ 20 per 100,000

b.

Female providers ≈ 40 per 100,000

c.

Female providers ≈ 2 per 100,000

d.

Female providers ≈ 12 per 100,000

4. What are some workplace stressors specific to HCPs that increase their risk of depression
and anxiety?
a.

Constant heavy workload

b.

Communication difficulties with colleagues
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c.

Overwhelming fear of making an error that could lead to injury or death of a
patient

d.

All of the above

5. The knowledge of pharmaceuticals, drug interactions, adverse effects and drug toxicity
increases the risk of suicide in HCPs.
a.

True

b.

False

6. The COVID-19 pandemic has increased which risk factors for suicide? Check all that
apply
a.

Stress

b.

Payment incentives for overtime

c.

Burn-out

d.

Depression

e.

Isolation

f.

Anxiety

g.

Exhaustion

h.

Staff support

7. How often does someone die from suicide?
a.

Every 40 seconds

b.

Every 40 minutes

c.

Every hour

d.

Every 4 hours
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8. A strong sense of empathy can lead to a higher risk for suicide in HCPs due to
compassion fatigue.
a.

True

b.

False

9. Being placed on a 72-hour hold for suicidal ideation can lead to corrective action at UK
Healthcare.
a.

True

b.

False

10. Why is there a decreased reporting and a decreased willingness to seek help for suicidal
ideations among providers in the healthcare community?
a.

The stigma placed on mental health disorders

b.

Fear of losing their position within the organization

c.

Fear their patients or colleagues will be made aware of their suicidal ideations

d.

All of the above

11. On a scale of 1-10, how much has the COVID-19 pandemic increased your feelings of
stress, anxiety, or depression?
a.

1

b.

2

c.

3

d.

4

e.

5

f.

6

g.

7
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h.

8

i.

9

j.

10

ANSWERS:
1. d
2. b
3. d
4. d
5. a
6. a, c, d, e, f, g
7. a
8. a
9. b
10. d
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Appendix E: Survey 1: PHQ-9
Over the last 2 weeks, how often have you been bothered by any of the following problems?
1. 1. Little interest or pleasure in doing things
a.

Not at all

b.

Several days

c.

More than half the days

d.

Nearly every day

2. 2. Feeling down, depressed, or hopeless
a.

Not at all

b.

Several days

c.

More than half the days

d.

Nearly every day

3. 3. Trouble falling or staying asleep or sleeping too much.
a.

Not at all

b.

Several days

c.

More than half the days

d.

Nearly every day

4. 4. Feeling tired or having little energy.
a.

Not at all

b.

Several days

c.

More than half the days

d.

Nearly every day

62

5. 5. Poor appetite or overeating.
a.

Not at all

b.

Several days

c.

More than half the days

d.

Nearly every day

6. 6. Feeling bad about yourself – or that you are a failure or have let yourself or your
family down.
a.

Not at all

b.

Several days

c.

More than half the days

d.

Nearly every day

7. 7. Trouble concentrating on things, such as reading the newspaper or watching television.
a.

Not at all

b.

Several days

c.

More than half the days

d.

Nearly every day

8. 8. Moving or speaking so slowly that other people could have noticed. Or the opposite –
being so fidgety or restless that you have been moving around a lot more than usual.
a.

Not at all

b.

Several days

c.

More than half the days

d.

Nearly every day
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9. 9. Thoughts that you would be better off dead, or of hurting yourself.
a.

Not at all

b.

Several days

c.

More than half the days

d.

Nearly every day

10. 10. If you checked off any problems in the past 9 questions, how difficult have these
problems made it for you to do your work, take care of things at home, or get along with
other people?
a.

Not difficult at all

b.

Somewhat difficult

c.

Very difficult

d.

Extremely difficult
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Appendix F: PHQ-9 Scoring
PHQ-9 Scoring

Scor

Severity

Suggested Treatment

e
≤4

Minimal Depression

5-9

Mild Depression

10-

Moderate

14

Depression
Moderately

15-

Severe

19

Depression

Treatment may not be required

Treatment may be helpful

Treatment suggested with counseling and
pharmacotherapy
Treatment strongly suggested with counseling
and pharmacotherapy

Treatment strongly suggested with counseling
≥ 20

Severe Depression

and pharmacotherapy

If you answered, “several days”, “more than half the days” or “nearly every day” to
question 9: “Thoughts that you would be better off dead or of hurting yourself” please
seek treatment immediately through reporting to the nearest hospital or calling the
national suicide hotline
number at 1-800-273-8255.
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Appendix G: Mental Health Resources Available
University of Kentucky Mental Health Resources Available
As a full-time employee at UK Healthcare, you can receive 5 FREE mental health visits a year!
•

UK Counseling Center
o https://www.uky.edu/counselingcenter/goog
o 859-257-8701

•

UK Family Center
o http://fam.ca.uky.edu/family-center
o 859-257-7755

•

UK Inpatient Acute Care Mental Health Services
o https://ukhealthcare.uky.edu/eastern-state-hospital?utm_source=locallisting&utm_medium=organic&utm_campaign=website-link
o 859-246-800

•

UK Psychiatric & Behavioral Health Care Clinic
o https://ukhealthcare.uky.edu/services/psychiatry?utm_source=locallisting&utm_medium=organic&utm_campaign=website-link
o 859-323-6021

•

National Suicide Hotline
o 800-273-8255
o https://suicidepreventionlifeline.org/

There are multiple resources outside of UK that offer mental health counseling in Lexington and
surrounding areas!
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Appendix H: Follow-Up Survey
1. Which group were you assigned to in the initial survey?
a. Group 1 BLUE
b. Group 2 WHITE
2. Since the last survey, have you utilized any mental health resources offered to you?
a. Yes
b. No
3. If you did utilize the mental health resources, did the learning module or screening
prompt you to do so? If you did not utilize the mental health resources, please type N/A
and continue to the next question.
a. _____
4. If you did not utilize the mental health resources, please describe any barriers to do so. If
you did utilize these resources please type N/A.
a. _____
5. Do you believe suicide screening should be completed annually for HCPs at Chandler
Medical Center?
a. Yes
b. No
6. What suggestions would you offer to increase the mental health of HCPs at Chandler
Medical Center?
a. _____
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